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Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

b) All of the information contained in the
policies shall be available to the public, staff and
residents, and for review by the Department.

) The written policies shall include, at a
minimum the following provisions:

4) A policy to identify, assess, and develop
strategies fo control risk of injury to residents and
nurses and other health care workers associated
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with the lifting, transferring, repositioning, or
movement of a resident. The policy shall
establish a process that, at a minimum, includes
all of the following:

A) Analysis of the risk of injury to residents
and nurses and other health care workers taking
into account the resident handling needs of the
resident populations served by the facility and the
physical environment in which the resident
handling and movement occurs;

' Section 300.1210 General Requirements for

Nursing and Personal Care

b) The facility shall provide the necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care

' plan. Adequate and properly supervised nursing

care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident. Restorative measures
shall include, at a minimum, the following
procedures:

5) All nursing personnel shall assist and
encourage residents with ambulation and safe
transfer activities as often as necessary in an
effort to help them retain or maintain their highest
practicable level of functioning.

d) Pursuant to subsection (a), general
nursing care shall include, at a minimum, the
following and shall be practiced on a 24-hour,

: seven-day-a-week basis:

6) Al necessary precautions shall be taken
to assure that the residents' environment remains
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